Discussion  by unknown
JOURNAL OF VASCULAR SURGERY
94 Eagleton et al January 2014the recommended standards outlined in Fillinger et al12
One of the difﬁculties in using the deﬁned scoring system
for SCI severity is that temporal changes were not
accounted for; it is not clear at what point in time (ie,
presentation vs date of discharge) the degree of severity
should reﬂect. Future evaluations by our team will assess
the degree of severity and speciﬁc temporal changes in
the degree of severity, using this scoring system. In addi-
tion, retrospective evaluation of intercostal and lumbar
artery patency was not reliably discernible on our perioper-
ative CT scans. While we can be sure that antegrade ﬂow
into the intercostals covered with an endograft was ablated,
we cannot assess whether these vessels remain patent or to
what extent occlusion of them occurs. Future prospective
studies will be aimed at assessing collateral network ﬂow
in the perioperative period on these complex endovascular
patients.
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2010;139:1464-72.Submitted May 18, 2013; accepted Jul 10, 2013.DISCUSSIONDr Amy Reed (Hershey, Pa). It was interesting to see some of
those that presented several days after the operation. Can you just
go over what you did to manage those patients?
Dr Matthew J. Eagleton. Our treatment strategy for all of
these patients was pretty much the same. The majority of thepatients that developed spinal cord ischemia late did so in associa-
tion with an episode of hypotension, and so the immediate
response was to augment their blood pressure either with ﬂuid
resuscitation or the use of pressors, and all of them had a spinal
drain replaced.
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that developed symptoms as their spinal drain was capped or
removed, but otherwise were physiologically normal, and regain
the neurologic function with replacement of the drain. I do not
have a good treatment strategy for those other than to try to main-
tain a high blood pressure and keep addressing the spinal drain
until you can take it out and be sure that they are not going to
develop a neurologic deﬁcit.
Dr Peter Gloviczki (Rochester, Minn). It is an important
problem, and seeing your honest results of a 22% paraplegia rate
in type II is telling me that we have not made really much progress
in this ﬁeld yet, although the number of your patients in this group
is small.
I am wondering if you know the anatomy of the spinal cord
blood supply in your patients and whether the fact that they
already had an occluded anterior spinal cord artery plays a role?
Dr Eagleton. The spinal cord ischemia rate was 22% in type I
thoracoabdominal aortic aneurysms, it was only 10% in type II
thoracoabdominal aortic aneurysms. We do not know the
anatomy. We attempted to retrospectively evaluate whether we
could identify on preoperative CT scanning important intercostals
that may have been occluded or patent pre-operatively, and then
assess their status postoperatively. And despite high-resolution
CT scanning, our ﬁndings were inconsistent.
Dr Gloviczki. And could you advise us if you have an aorta
where you already treated the proximal descending thoracic aorta,
you treated the abdominal aorta, and you see a large intercostal
artery, what should we do, should we do an endograft or an
open repair, an easy open repair?Dr Eagleton. I do not have a good answer to that. If it was an
easy open repair, those might be people that I would favor doing
an easy open repair in. Certainly, we counsel those patients who
undergo endograft repair that we are concerned about that vessel
and concerned about the risk for developing spinal cord ischemia.
We may be even more aggressive than we are about augmenting
blood pressure and being aggressive with spinal drainage during
the time period.
As I said, with endografting, though, we have to look for
other adjunctive measures that we can use, such as neuroprotec-
tive measures, and we are going to begin evaluating other things
such as the use of intrathecal papaverine or epidural cooling as
adjuncts that we can use to help supplement what we are already
doing.
Dr Mark Farber (Chapel Hill, NC). In your thoracic aneu-
rysm subset of patients, did you look at the location of the aneu-
rysm with respect to the celiac, whether the endografts were
placed down low in the bottom 5 to 8 cm above the celiac and
whether that impacted the results?
And the second question: Did you look at the chronicity of
your collateral bed occlusion? In other words, if someone has
a chronic left hypogastric occlusion, is that different than an acute
occlusion during the procedure in terms of whether they develop
spinal cord ischemia?
Dr Eagleton. For your ﬁrst question, no, we did not look at
the actual position of the thoracic endograft and its relationship to
the development of spinal cord ischemia. We did look, however, at
the chronicity. Unfortunately, the numbers become too small then
to show any statistical difference.
